as an independent nation, and persons from the RMI can travel freely (with valid RMI passport) to and from the United States as nonimmigrants without visas (1) . Marshallese started settling in northwest Arkansas during the early 1990s because of employment and educational opportunities (2) . According to the 2010 Census, an estimated 4,300 Marshallese resided in Arkansas (2), mostly within one county which ranked 6th in the United States for counties with the highest percentage of Native Hawaiians and Other Pacific Islanders (3). It is estimated that this number has been growing steadily each year since the 2010 Census; however, obtaining an accurate count is difficult. The RMI is a TB high-incidence country, with a case-rate of 212.7 per 100,000 persons for 2014, whereas the case-rate was 3.1 per 100,000 persons in Arkansas and 2.9 per 100,000 persons in the United States (4, 5) . Screening for either active TB or latent TB infection (LTBI) is not required for Marshallese entry to the United States (1).
A reported, one of which occurred in a young child who died of TB meningitis after being symptomatic with cough for 3 months and altered mental status for 1 week, prompting an extensive review of contact investigations. Among 34 patients, 33 (97%) resided within two zip codes of a single county. TB incidence among the Marshallese community accounted for 25% of all TB cases in Arkansas for 2014 and 79% of all TB cases in the affected county (Table) . Among the 23 patients born in the RMI, 50% developed TB within 2.4 years (95% confidence interval = 1.2-3.1) of arrival in Arkansas.
This cluster is characterized by a high number of cases in children aged ≤15 years (19/34; 55.9%), with 11 of 34 (32.4%) patients aged ≤4 years; 11 of 19 (57.9%) patients aged ≤15 years were born in the United States and had no history of travel outside of the United States. Eight of 14 (57.1%) culture-confirmed, genotyped cases had the G00017 genotype, which constitutes the majority of genotyped TB cases in the RMI (4) and has been found in Arkansas since 2006 (Table) . Obtaining a Mycobacterium tuberculosis isolate is less common for pediatric TB cases because of the low bacterial load and difficulty in sputum collection, therefore, only two of 19 (10.5%) pediatric cases versus 12 of 15 (80.0%) adult cases were genotyped.
The TB burden in the Marshallese community in Arkansas is substantially higher than that in the rest of the state. During 2014-2015, there was a substantial increase in the number of TB cases reported among Marshallese persons in Arkansas. The majority of these cases occurred among children; cases among children are widely considered to be indicative of ongoing transmission in a community (6) . Cases in adults likely resulted from reactivation of LTBI or local acquisition of disease within Arkansas. Efforts to investigate this cluster are ongoing with an emphasis on informing targeted methods to decrease TB-associated morbidity and M. tuberculosis transmission. 
